Video Education on Fever to Empower and Educate Caregivers by Thiel, Amanda April
University of Texas at Tyler 
Scholar Works at UT Tyler 
MSN Capstone Projects School of Nursing 
Spring 4-25-2021 
Video Education on Fever to Empower and Educate Caregivers 
Amanda April Thiel 
athiel@patriots.uttyler.edu 
Follow this and additional works at: https://scholarworks.uttyler.edu/nursing_msn 
 Part of the Nursing Commons 
Recommended Citation 
Thiel, Amanda April, "Video Education on Fever to Empower and Educate Caregivers" (2021). MSN 
Capstone Projects. Paper 117. 
http://hdl.handle.net/10950/3699 
This MSN Capstone Project is brought to you for free and open access by the School of Nursing at Scholar Works 
at UT Tyler. It has been accepted for inclusion in MSN Capstone Projects by an authorized administrator of Scholar 
Works at UT Tyler. For more information, please contact tgullings@uttyler.edu. 
 







    
Video Education on Fever to Empower and Educate Caregivers 
Amanda Thiel, BSN, RN, CPN 
NURS 5382:  Capstone 
Colleen Marzilli, PhD, DNP, MBA, RN-BC, CCM, APHN-BC, CNE, NEA-BC 















Implementation and Benchmark Project 
 
1. Rationale for the Project 
 
2. Literature Synthesis 
 
3. Project Stakeholders 
 




6. Data Collection Methods 
 
7. Cost/Benefit Discussion 
 








  3 
Acknowledgments 
 I would to thank all the educators at the University of Texas at Tyler for their guidance 
during the last two years. Most importantly, I would like to acknowledge and thank my husband 
for always believing in me and taking care of the kids so I could focus on my education.  
  
  4 
Executive Summary 
 Nursing research and evidence-based practice are an essential part of the nursing 
profession. This paper includes discussion of the evidence to support an evidence-based 
benchmark project using a video to educate caregivers on how to care for a child experiencing a 
fever and an overview of the proposed project process.  Fever has been shown to cause parental 
anxiety, and caregivers tend to seek medical help due to lack of education on how to care for a 
child with a fever (Bertille et al., 2018; Gunduz et al., 2016). The following PICOT question is 
the foundation of the proposed benchmark project: in parents of children seen in a pediatric 
emergency room with a chief complaint of fever (P), how does parental education using a video 
on management of fever in children (I) compared to no video education about fever management 
(C) affect parent’s knowledge of fever and its management (O) over 3 months (T)?  
 This benchmark project looks at the use of a five-minute educational video on fever and 
its management to supplement standard verbal and written instructions given at discharge. The 
goal of the project is to increase knowledge on how to care for children experiencing a febrile 
illness. Increased knowledge will be determined by looking at pretest and post test scores 
between the groups. By increasing knowledge, we can decrease parental fear and anxiety related 
to fevers which has the potential to decrease unnecessary hospital visits in the future.   
Rationale for the Project 
                Fever is a common pediatric illness that all children will experience at some point 
during their growth and development. Schmitt (1980) first described fever phobia as an over 
exaggerated fear of fever. Pediatric medicine has experienced many advances in science and 
technology since the time of Schmitt’s research; however, the fear of fever still exists among 
parents. Crocetti et al. (2001) found that 91% of parents still feared fever and thought fever could 
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potentially cause harm by initiating seizure activity, brain damage, and possible death. Hiller et 
al. (2019) found that parents’ negative perceptions of fever and lack of knowledge on fever in 
children are still prevalent.  
Although fever is a natural response in the body, many parents seek medical attention for 
their febrile children, which accounts for 20% of all visits to the emergency room; for 82% of 
those children, coming to the ER was not necessary because their fevers could have been 
managed at home (Arias et al., 2019). According to research done by the UnitedHealth Group 
(2019), two thirds of all emergency room visits were considered avoidable and could have been 
treated in a primary care setting. On average, the cost of going to the emergency room is twelve 
times more than seeing a primary care physician (UnitedHealth Group, 2019). Using a video to 
educate parents on fever and how to care for a child experiencing a fever has the potential to 
decrease unnecessary trips to the emergency room which can decrease overall healthcare costs in 
the United States.  
Literature Synthesis. 
 The focus of this evidence-based benchmark project is the use of a video to enhance 
discharge instructions and improve caregivers’ knowledge and management of children 
experiencing fever. The goal of the project is to empower caregivers and give them the necessary 
education on how to care for febrile children at home.  
Many researchers have used random control trials to determine if using a video as an 
adjunct to verbal and written instructions improved caregivers’ comprehension of discharge 
instructions after visiting an emergency room (Atezma et al., 2013; Bloch & Bloch, 2013; Ismail 
et al., 2015; Wilkin, 2020). The researchers in all four studies discovered increased caregiver 
comprehension when a video was used as an educational intervention along with standard verbal 
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and written instructions. Atezma et al. (2013) used three standardized questions to assess 
knowledge of discharge instructions and found that the video intervention group scored 3.5 times 
higher when compared to the control group which only received standard discharge instructions. 
Bloch and Bloch (2013) used a follow-up questionnaire to assess the knowledge of caregivers 
after discharge and found that parents with a child experiencing fever who viewed an educational 
video scored higher than the control group at discharge and follow up. Ismail et al. (2015) and 
Wilkin (2020) found that the intervention group participants who viewed a video in addition to 
standard discharge instruction had a higher percentage of correct answers on a questionnaire 
when compared to the control group. Wood et al. (2017) conducted an evidence-based practice 
project where an educational video was added to standard discharge instructions. The project 
found similar positive results of increased comprehension of discharge instructions when a video 
was used.   
Other educational interventions have also been shown to increase parental knowledge of 
fever. Alquah et al. (2014) reviewed the literature to determine the best methods to teach parents 
about fever and fever management in children. They concluded that using simplified language 
and pictures were best to reach all levels of literacy and that the use of a brochure and DVD were 
the best ways to educate parents about fever management. In a randomized controlled trial, Kelly 
et al. (2019) sought to determine if providing parents with an informational leaflet about 
pediatric fever management improved parental knowledge and management practices regarding 
fever. The researchers found that the educational leaflet was shown to increase parental 
understanding of fever in children.  
The use of educational videos to improve caregivers’ knowledge has also been linked to 
improved patient satisfaction. Atzema et al. (2013) found that patient satisfaction is strongly 
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correlated with the quality of discharge instructions received; therefore, improving discharge 
instructions can increase patient satisfaction. Bloch and Bloch (2013) determined that caregivers 
were more satisfied with video education when compared with written instructions alone. 
Project Stakeholders 
In order to elicit a change, the project stakeholders need to buy into the project. The main 
stakeholders in this evidence-based benchmark project are parents/caregivers of children. An 
assessment of the parent/caregivers’ values must be performed in order to determine their 
willingness to change. Understanding what fuels the fear of fever among caregivers is also 
important to determine how best to educate. Thompson et al. (2019) synthesized current 
evidence and experiences of parents/caregivers related to managing pediatric fevers and 
discovered that parents often overestimate the risks associated with fever. Parents seek 
knowledge about how to care for febrile children at home and want to know when to seek care 
from a medical professional.  
The project stakeholders also include all levels of the hospital staff. Upper-level 
management such as hospital administration and mid-level management such as nurse managers 
should be involved in the project. Having a transformational nurse manager will aid in the 
development of a change culture that will allow the evidence-based benchmark project to occur 
(Gallagher-Ford et al., 2019). The hospital administration are stakeholders in this project because 
it has the potential to decrease unnecessary trips to the emergency department which can 
decrease overall healthcare cost. By decreasing unnecessary trips to the emergency department, 
the project has the potential to decrease wait times in the emergency room which can increase 
patient satisfaction.  
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Lastly, the staff nurses, physicians, and the registration staff are stakeholders because the 
project directly affects their workflow. It is essential to have everyone on the healthcare team on 
board for the proposed change. Having a team approach to the project will allow for the change 
to take place smoother and will allow the team to support each other throughout the proposed 
change.  
Implementation Plan 
 In order to implement this evidence-based project support from both upper level and mid-
level management is needed. The nurse manager will be an instrumental figure who can support 
and be an ally to the project. Upper-level management will give approval for the project to occur 
and can help with acquiring resources such as laptops and/or tablets to play the educational 
video. Once the project is supported by management, the next step is to develop project 
guidelines and elect a team leader for the project. The length of the project will be a total of 
twenty weeks and will be discussed in detail under the timetable/flowchart section. Standardized 
discharge instructions as well as a pretest and posttest on fever and fever management in children 
will be created prior to the go live date of the project. The pretest and post test scores will be 
used to evaluate the effectiveness of the video education compared to standard discharge 
instructions.  
 Education and preparation of staff members on the project is essential for the project to 
take place. Education of staff will be done by the project leader using a PowerPoint. The 
education will take place at a designated time across all shifts. Educational sessions will be done 
multiple times to ensure everyone is able to attend. Anyone who is unable to attend will be 
individually educated by the project leader.  
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 A standardized protocol is needed in order for all staff to understand how the project will 
function. During the first four weeks of the go live date of the project, the registration staff will 
notify the medical staff whenever someone signs into the emergency room with a chief 
complaint of fever. The nurses will then ask the parent/caregiver if they would consent to be in 
the evidence-based study. If the parent agrees, at discharge the parent will be given a pretest on 
their knowledge on fever and its management then given standard discharge instructions which 
will include verbal and written instructions. The parent is then asked to complete a post test after 
receiving the standard discharge instructions. After the first four weeks are complete, the flow of 
the project and caregiver recruitment will remain the same; however, at discharge the parent will 
be given the pretest, given standard discharge instructions with an additional five-minute video 
on fever and its management then given the post test.  
Timetable/Flowchart 
The first 4 weeks will be for data collection and selecting team members for the project. 
The support of the nurse manager will be a key part of the evidence-based project and will assist 
the project leader in motivating the healthcare team. Permission will need to be granted from the 
hospital system and the Institutional Review Board during this time period. 
Proper education for all staff members is essential before implementation; therefore, the 
next four weeks will allow for training of all staff members on the evidence-based benchmark 
project. During this phase of the project, resources such as laptops/tablets to play the discharge 
video will be gathered. Education material will be selected along with the development of a 
pretest and posttest to discern caregiver/parental knowledge.  
For the next 8 weeks, any parent registering their child with a chief complaint of fever 
will be asked to participate in the benchmark project.  For four weeks, participants will complete 
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the pretest, receive standard verbal and written discharge instructions, and then complete a 
posttest. During the next four weeks, the participants will take the pretest, receive video 
discharge instructions in addition to standard discharge instructions, and then complete the 
posttest.  
The last four weeks of the project will be for evaluation and analysis. Both positive and 
negative feedback from everyone involved in the project will be collected at this time. The 
findings of the project will be collected and presented to the hospital administration.  Refer to 
Appendix B for more details regarding the projected timetable.  
Data Collection Methods 
 The outcome of this project is to increase parents/caregiver’s knowledge on caring for 
children experiencing a fever. In order to determine increased knowledge, the scores on the 
pretest and posttest will be compared between the groups. The pretest and posttest consist of the 
same questions; eight true and false and one question to select all that apply. Demographic 
information such as age, sex, and education level will also be collected for comparison. 
Incidence rates of pediatric fever coming to the emergency department will also be collected. 
Data on patient satisfaction can also be collected using a Likert scale on the provided discharge 
education.  
Cost/Benefit Discussion 
 Cost expenditures include resources such as a computer, laptop, or tablet in order to play 
the educational video. Compensation for all staff for training will also be a factor in the cost of 
the project. Permission to use the five-minute video in the project will need to be obtained from 
the creator. The ongoing cost for this project after implementation revolves around use of 
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internet and maintenance of the computer, laptop, or tablet. Time is also a factor in the project 
and having the appropriate time to dedicate in a busy emergency room may be a challenge.  
 According to the UnitedHealth Group (2019) 18 million visits to the emergency room 
were considered avoidable and if the patient was treated at the primary care, they could save 
$1800 per visit. Avoiding the ER for non-emergent problems has the potential to save 32 billion 
dollars. The benefits of this project with the potential to decrease overall healthcare cost 
outweigh the risks and cost associated with the project. 
Discussion of Results 
 This project was unable to be implemented at this time due to the Coronavirus pandemic. 
The pandemic has greatly shifted how people utilize the emergency department with many 
people opting to avoid going if possible. Mask mandates have also greatly decreased viruses and 
therefore fevers among the pediatric population have decreased. When this project is able to be 
implemented the results will most likely show an increase in knowledge when a video is added to 
standard written and verbal discharge instructions. This hypothesis is based on multiple studies 
presented in the literature review section. Education is a powerful tool that can be used to 
empower parents and caregivers to care for children experiencing a febrile illness.  
Conclusions/Recommendations 
 The evidence-based benchmark project is needed to properly educate parents on pediatric 
fever management. Failure to comprehend discharge instructions and diagnosis can lead to 
unnecessary return visits to the emergency room (Ismail et al., 2015).  Educating parents on how 
to properly manage pediatric fever can help to decrease healthcare costs. “Fever education 
programs are the best way to increase parent confidence, reduce their concerns for any future fever 
episode, and support appropriate use of health care service” (Alqudah, 2014, p.53).  
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The evidence-based benchmark project can be successful with proper planning, effective 
nurse managers, and motivated team members. Implementation will take place, and the outcomes 
of the project will be examined. The evidence-based benchmark project will allow parents to be 
properly educated and empower them to care for children experiencing fever.  
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2. Limitations: 
No testing of 
program 
3. Risk of 
harm: None 
4. Level of 
evidence: 
Level V 
5. Strength of 
the evidence:  
  a. Moderate 
to low 
  b. USPSTF 
grade: B 
6. Feasibility 
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• 6.7% were 
given 
antibiotics 
• 92.2% gave 
antipyics at 
home  
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Perceptions 
• 61.8% no 
benefit to 
fever 


















- 70.8% discussed 
fever with PCP but 
48.9% only did so 
after their child 
had a fever. 
- Half verbal 
education and half 
written education  
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1.Strengths: valid and 
reliable instruments used 
to measure variables 
2. Limitations: small 
sample size 
3. Risk of harm: Low 
4. Level of evidence: 
Level II 
5. Strength of the 
evidence: a. medium 
b. USPSTF grade: B 
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2. Limitations: small 
sample size and low level 
of evidence 
3. Risk of harm: low 
4. Level of evidence: 
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IV- independent variable 
DV- dependent variable 
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SDI- standard discharge instructions 
Gastro- gastroenteritis 
Bronch- bronchiolitis 
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Appendix C 
Fever in Kids: When to Call the Doctor 
(The Children’s Hospital of Philadelphia, 2018) 
APPENDIX A: FEVER PRE-TEST and POST-TEST  
1. Fever is the body’s normal response to infections.  
True  False 
2. The height of the fever does not relate to the seriousness of the illness. 
True  False 
3. Clothing should be kept to a minimum because most heat is lost through the skin. 
True  False 
4. Bundling your child can cause a higher fever. 
True  False 
5. Only children over 6 months of age can be given any one of the ibuprofen (such as 
Motrin) products. 
True  False 
6. Fever is helping your child fight the infection. 
True  False 
7. If you choose to sponge bathe your child, you should add rubbing alcohol to the water. 
True  False 
8. You should give aspirin to your child to reduce fever.  
True  False 
9. In this question, please circle all answers that you believe are correct: Which of the 
following is a reason to return to the emergency department or call your doctor? 
a) If your child is under 3 months of age and has a rectal temperature of 100.4or greater. 
b) Your child’s temperature reaches 105F. 
c) If your child is on solid foods and will not eat them. 
d) Your child has a dry mouth, cracked lips, or cries without tears. 
e) Your baby has not had a wet diaper in at least 8 hours. 
f) If your child is throwing a tantrum. 
g) Your child is less alert, less active, or is acting differently than she/he usually does 
h) Your child has a seizure or has abnormal movements of the face, arms, or legs. 
i) Your child is drooling and not able to swallow 
j) Your child has stiffness of the neck, confusion, or will not wake up. 
         (Ismail et al., 2015) 
